Objective General and diabetes-specific family functioning may be associated with youth's adaptation to type 1 diabetes (T1D); however, empirically derived patterns of family functioning and diabetes-specific conflict among youth have not been explored in relation to T1D adaptation. Methods Youth (N ¼ 161, aged 12-18) with T1D and caregivers completed measures of family functioning and diabetes-specific conflict that served as indicators in latent profile analyses. Differences in glycemic control (measured by hemoglobin A1cs [HbA 1c ] and health-related quality of life [HRQoL]) were compared across profiles. Results Four profiles that varied by levels of family functioning, diabetes-specific conflict, and congruence between youth and caregiver perspectives emerged and related to T1D adaptation differently. Greater agreement between caregiver and youth and lower diabetes-specific conflict was associated with lower HbA 1c and greater HRQoL. Conclusions Person-centered approaches are useful to quantify how many individuals fit into a particular pattern and determine how specific family dynamics may function together differently in relation to T1D adaptation for various subgroups of the population.
The management of pediatric type 1 diabetes (T1D) is complex and demanding (Gonder-Frederick, Cox, & Ritterband, 2002) . Adhering to an intensive and complex daily regimen is considered the best way to maximize glycemic control and decrease the likelihood of diabetes-related complications (The Diabetes Control and Complications Trial Research Group, 1993) . More specifically, successful T1D adaptation is defined as keeping blood glucose near normal levels, equating to hemoglobin A1cs (HbA 1c ) under 7.5% (Atkinson et al., 2014) , while also minimizing negative effects on youth's health-related quality of life (HRQoL; Whittemore, Jaser, Guo, & Grey, 2010) . Unfortunately, gylcemic control and HRQoL tend to decline when youth reach adolescence (Anderson, Ho, Brackett, Finkelstein, & Laffel, 1997) . Various normative changes that occur during adolescence (i.e., pubertal changes, changes in responsibility for diabetes management, monitoring of care for their diabetes, etc.) may negatively influence T1D adaptation (Palmer et al., 2011; Tfyali & Arslanian, 2007; Wiebe et al., 2014) . In addition, Whittemore and colleagues' (2010) guiding model of adaptation highlights the interaction of individual and family characteristics (e.g., socio-demographics and illness-related factors), psychosocial responses, and individual and family responses related to T1D adaptation (i.e., glycemic control and quality of life). Based on this model and the multifaceted pathways to T1D adaptation, it is pertinent to examine how various factors may contribute to successful T1D adaptation during adolescence from a developmental and socioecological perspective (Holmbeck, 2002) . The present article will narrow the focus to patterns of family functioning (i.e., cohesion, expressiveness, and conflict) among adolescents with T1D and their caregivers as it relates to successful adaptation.
For our purposes, general family functioning refers to the family social environment, which includes cohesion (i.e., the degree of commitment, help, and support family members provide for one another), expressiveness (i.e., the extent to which family members are encouraged to directly express their feelings), and conflict (i.e., amount of openly expressed anger and conflict among family members; Moos & Moos, 2009) . Previous research suggests integral links between these indicators of family functioning and adaption to diabetes, glycemic control, and quality of life. In particular, youth with more cohesive, expressive, supportive, and structured family environments adapt better to diabetes (Cohen, Lumley, Naar-King, Partridge, & Cakan, 2004; Jacobson et al., 1994) . More specifically, in a study by Jacobson and colleagues (1994) , greater levels of expressiveness ameliorated decline in glycemic control over time for boys and girls, and greater cohesion and lower conflict were associated with better glycemic control for boys. Furthermore, high levels of family cohesion have been associated with increased HRQoL (Moreira, Frontini, Bullinger, & Canavarro, 2013) . Conversely, family dysfunction (i.e., less family support and greater general family conflict) is negatively associated with youth's glycemic control and quality of life (Cohen et al., 2004; Hilliard, Guilfoyle, Dolan, & Hood, 2011; Jacobson et al., 1994; Pereira, Berg-Cross, Almeida, & Machado, 2008) . Furthermore, family conflict may create emotional stress that directly alters glucose levels, and diabetes, especially if poorly managed, leading to complications that can further strain family relationships (Thompson, Auslander, & White, 2001) .
Recognizing that greater conflict during adolescence is developmental in nature (Granic, Hollenstein, Dishion, & Patterson 2003) , it is vital to also consider conflict that is specific to diabetes management tasks, as typical adolescent changes and subsequent family reorganization may complicate T1D management during this time (Wiebe et al., 2014) . Diabetes-specific family conflict, which may be direct or indirect, has been linked to T1D adaptation (Hilliard et al., 2013) . Direct diabetes-specific conflict is described as the amount of openly expressed anger and conflict among family members related to diabetes management (Hood, Butler, Anderson, & Laffel, 2007) , whereas indirect diabetes conflict is considered conflict associated with having diabetes, but not necessarily to tasks related to adherence to diabetes treatment, such as telling friends about diabetes (Hood et al., 2007) . Diabetes-specific family conflict has been negatively associated with youth's report of HRQoL, adherence, and HbA 1c across both cross-sectional and longitudinal studies (Laffel et al., 2003; Williams, Laffel, & Hood, 2009) . In fact, greater diabetes-specific conflict was negatively associated with HRQoL after controlling for HbA 1c and parental involvement (Laffel et al., 2003) . Notwithstanding the support for the influence of both general family functioning (i.e., cohesion, expressiveness, and general conflict) and diabetesspecific conflict, previous research has yet to clarify the patterns of how these dynamics coexist and how they relate to T1D adaptation.
Differing perspectives of family functioning between parent and adolescent may also be related to T1D adaptation. General development research describes adolescence as a time where discrepant perceptions of family functioning are common. While discrepant perceptions of family functioning are often associated with increased conflict, stress, and poor emotional adjustment in the short-term, ultimately they are adaptive in the long-term for youth's development and reorganization of roles and family relationships (Ohannessian, Lerner, Lerner, & von Eye, 2000) . Generally, youth perceive their family more negatively (i.e., lower cohesion) than parents do during this time (Ohannessian et al. 1995) , but congruence and/or incongruence of cohesion, expressiveness, and general family conflict have not been examined in relation to T1D adaptation. In the diabetes literature, discrepancies in reports of diabetes-specific conflict are related to T1D adaptation. In particular, higher levels of diabetes-specific conflict reported by parents were associated with worse glycemic control . Additionally, greater diabetes-specific conflict has been linked to disagreement about adolescent's decision-making autonomy (Miller & Drotar, 2003) . Some research demonstrates that youth report greater diabetes-specific conflict than caregivers, suggesting that they perceive family interactions related to diabetes management as more stressful than caregivers do . In lieu of observational measures of family functioning, both youth and caregiver perspectives are important, as discrepancies are negatively related to overall adjustment and T1D adaptation.
Models of T1D adaptation view general and diabetes-specific family processes as complex and interactive (Weissberg-Benchell et al., 2009) ; however, variations in family relationship characteristics (e.g., cohesion, expressiveness, and general family conflict), diabetes-specific conflict, and agreement in youth and parent reports of functioning have yet to be discovered. Person-centered research approaches are particularly advantageous when examining complex, interacting, and/or reciprocal relations between factors in a family system (e.g., family cohesion, expressiveness, general conflict, and diabetes-specific conflict) from a socio-ecological perspective while accounting for the influence of various individual and environmental risk factors (Berlin, Karazsia, & Klages, in press; Whittemore et al., 2010) . Personcentered approaches do not assume that processes are homogenous in their effects and allow for differential patterns to be identified that are often clinically informative (Berlin et al., in press ). Latent profile analysis (LPA), a specific person-centered statistical approach, can be combined with regression analyses to examine the relations between specific patterns of family functioning and youth's health and psychosocial wellbeing, while accounting for relevant contributions from other individual and environmental factors (Berlin, Williams, & Parra, 2014) . Additionally, this approach can also yield information about the extent to which reports among family members are discrepant and the relation of discrepancies to T1D adaptation.
Thus, the present study examines varying patterns of family cohesion, expressiveness, and conflict (e.g., general and diabetes-specific direct and indirect conflict) in relation to adaptation to T1D during adolescence. First, this study aims to empirically derive patterns (i.e., latent profiles) of cohesion, expressiveness, and conflict dynamics among a population of youth at greater risk for suboptimal diabetes management. Notably, this study employs multi-informant measures of cohesion, expressiveness, and conflict to better examine youth and caregiver perspectives of family functioning (Holmbeck, Li, Schurman, Friedman, & Coakley, 2002) . Various patterns of cohesion, expressiveness, and conflict dynamics are predicted to emerge, and those patterns with greater diabetes-specific conflict (direct or indirect) are predicted to have greater general family conflict and lower cohesion and expressiveness reported (Jacobson et al., 1994; Pereira et al., 2008) . Consistent with Anderson (2004) , we hypothesize that adolescents will report more conflict (general and diabetes specific) and lower cohesion and expressiveness than caregivers. Secondly, this study aims to examine how varying patterns of cohesion, expressiveness, and conflict dynamics relate to glycemic control and HRQoL while taking into account the relevant contributions of socio-demographic and illness-specific factors. Consistent with prior research, we hypothesize that patterns with higher conflict and lower levels of cohesion and expressiveness would be associated with lower HRQoL and greater HbA 1c Williams et al., 2009) . It is also predicted that patterns with greater disagreement between youth and caregivers will be related to poorer HRQoL and greater HbA 1c s (Anderson, 2004) . Lastly, this study aims to determine relevant socio-demographic (i.e., child age, sex, race, and household) and illnessrelated predictors (i.e., illness duration) of empirically derived patterns of family functioning and diabetesspecific conflict dynamics. We predict that patterns of greater cohesion, expressiveness, and low conflict will be related to fewer socio-demographic risk factors for poor T1D adaptation (Whittemore et al., 2010) . . This is a longitudinal study aimed at identifying predictors of glycemic control, adherence, and quality of life among youth with T1D and their families and understanding the mechanism by which cultural health disparities occur across these domains. Data collection procedures were conducted with approval from the Institutional Review Boards at the University of Memphis and LeBonheur Children's Hospital in Memphis, Tennessee. All data were collected in the Endocrinology outpatient clinic at LeBonheur. Eligible caregiver-child dyads were approached at the beginning of their routine visits at the pediatric endocrinology clinic. Caregivers provided written consent for themselves and youth to participate, while youth ages 14 and older provided additional assent. Youth and their families were included if they were receiving treatment for diabetes in the clinic and met the following criteria: primarily English speaking, between the ages of 12 and 18, had a diagnosis of TID for at least 6 months, and planned on returning to the clinic for care over the following year. Youth and caregiver dyads were excluded if youth were pregnant, diagnosed with a severe developmental disability, or legal guardians were not available to provide consent. Of the 186 participants approached, 10.2% (n ¼ 19) declined to participate. The remaining 4.3% (n ¼ 8) were ineligible or did not complete questionnaires after consent (n ¼ 3). Information on youth and family demographics, household income, regimen adherence, quality of life, social-emotional functioning, stress, and coping were collected through pen and paper questionnaire packets from both youth and caregivers. Data were collected at baseline, and $6 and 12 months later. Of note, the present study used baseline data only.
Methods

Participants
Measures
Demographics and HbA 1c
Caregivers and adolescents self-reported socio-demographic information, including race, ethnicity, age, and sex. Caregivers provided information of household income. HbA 1c values were obtained through electronic medical records. HbA 1c represents average blood glucose during the previous three months for persons with T1D (ADA, 2013). HbA 1c is frequently utilized as a measure of glycemic control, and has been previously associated with T1D-related metabolism problems (Atkinson et al., 2014) .
Family Relationship Index
The Family Relationship Index (FRI) is a subset of the Family Environment Scale (FES), which measures individual's attitudes about their family and current environment (Moos & Moos, 2009 ). Caregivers and youth completed the 27 items on the FRI measure-specific aspects of the family relationship on three subscales: Cohesion, Expressiveness, and Conflict, (e.g., "We fight a lot in our family," "Family members really help and support one another"). The FRI demonstrates acceptable internal consistency, with Cronbach's alpha for the subscales ranging from a ¼ 0.61 to 0.78, and test-retest reliabilities for the subscales (a ¼ 0.52 to 0.91). The FRI was modified to be scored on a 4-point scale (1 ¼ not at all true to 4 ¼ very true), with each subscales' items averaged and used as indicators in the LPAs. McKernon et al. (2001) first modified the format due to the low subscale alphas and psychometric concerns with the original version (Roosa & Beals, 1990) . For the current sample, both the youth report (a ¼ 0.83) and parent report (a ¼ 0.77) demonstrated acceptable internal consistency.
The Diabetes Family Conflict Scale
The Diabetes Family Conflict Scale (DFCS) is a 19-item measure of diabetes management and the implications it has on the caregiver-child relationship (Hood et al., 2007) . Youth and caregivers completed the DFCS to assess diabetes-specific family conflict regarding diabetes management and experiences over the past month. is a 33-item measure consisting of total score and five subscale reflecting general concerns about diabetes, treatment, worry, and communication (Varni et al., 2003) . Caregivers and youth completed the parent and self-report versions of this scale. Answer choices include, 0 ¼ never a problem; 1 ¼ almost never a problem; 2 ¼ sometimes a problem; 3 ¼ often a problem; 4 ¼ almost always a problem. Higher total scores indicate fewer symptoms or problems (Varni et al., 2003) . The PedsQL-DM TM has demonstrated acceptable validity and reliability as a measure of quality of life from both youth (a ¼ 0.71) and parent report (a ¼ 0.77). Cronbach's alpha values revealed acceptable reliability for the current sample (a ¼ 0.92). The scale incorporates a 5-point response scale in both youth self-report for ages 8-18 years and parent proxy-report.
Data Analyses
Analyses proceeded in three steps using Mplus 7.4 and full information maximum likelihood estimation with robust standard errors and scaled log-likelihood statistics, which take into account missing data and nonnormal distributions (Muthén & Muthén, 1998 . First, LPAs with all parameters varying across classes were conducted to empirically derive patterns (i.e., latent profiles) of family relationship and conflict as reported by adolescents and caregivers. Parent and adolescent report of cohesion, conflict, and expressiveness (representing family relationship) in combination with direct and indirect diabetes-specific conflict served as indicators in the LPA. The best fitting model was tested and selected separately based on theory and goodness-of-fit statistics. The models were compared on various forms of fit-statistics including Bayesian information criteria (BIC; Schwarz, 1978) , LoMendell-Rubin test (LMR; Lo, Mendell, & Rubin, 2001) , bootstrap likelihood ratio test (BLRT; McLachlan & Peel, 2000) , and entropy (Berlin et al., 2014) . BIC differences of negative 0-2, 2-6, 6-10, and >10 are respectively considered weak, positive, strong, and very strong evidence against one model over another (Raftery, 1995) . The LMR and BLRT compare neighboring classes and provide p-values to determine statistically significant improvement in fit for the inclusion of one more class. Greater entropy values indicate greater classification accuracy (Berlin et al., 2014) . Second, predictors of latent profile membership, HbA 1c , and HRQoL (e.g., age, sex, race, income, and illness duration) were determined once the best fitting model was selected using a classificationerror corrected logistic regression (R3STEP method; Asparouhov & Muthén, 2013; Vermunt, 2010) and path analysis, respectively. Third, these predictors were included in the final model (to rule out the potential confound of class difference among these variables or their direct effects), which examined profile differences in HRQoL and HbA 1c using manual BCH weights and Wald's tests (Asparouhov & Muthén, 2014) .
Results
Several latent profile models were fit to the data, specifying one through five latent profiles. The information criteria, entropy, and likelihood ratio tests used to determine the best-fitting model for one through five latent profiles are presented in Table I . The BIC suggested that the five-class model was preferred; however, the LMR test suggested the inclusion of one more class did not provide significant improvement over the four-class model (Raftery, 1995) . Although the BLRT is preferred over the LMR, the best log-likelihood was not replicated during the BLRT procedure for the 3-5 class models, and therefore the p-values were not trustworthy (Nylund, Asparouhov, & Muthén, 2007) . Upon further inspection, the fiveprofile model included an additional class that was nearly identical to one of the classes in the four-profile model with regard to congruence and scores on indicators. Therefore, it was determined that the addition of a fifth class did not provide any additional meaningful information, and as such the four-profile model was chosen.
The four-profile model is depicted using z-scores in the upper panel of Figure 1 ; the lower panel depicts the overlay of caregiver and child raw values, with the bar graphs representing the magnitude of difference of youth's report relative to their caregiver using biascorrected effect size g. Additionally, significant differences among indicators across profiles were examined using Wald's Test (see Online Supplement for details). In terms of illness duration, longer duration increased the (log) odds of being in HiGenCon & IncDiaCon relative to StrFam & LoDiaCon. Age, sex, and race, income, and illness duration were significantly related to HbA 1c and HRQoL in our path analysis, thus were also included in the final model as covariates.
In the final model (analytic step 3), significant differences in HbA 1c and HRQoL were compared across profiles after adjusting for significant predictors (see Table II for means and Table III for significant differences tested using Wald's Test). Across all profiles, youth who reported African American/Black race 
Discussion
Four patterns of general and diabetes-specific family dynamics were derived using LPA. These patterns were distinguished by significant differences in family functioning, levels of diabetes-specific conflict, and differences in youth and caregiver perspectives. After accounting for relevant socio-demographic and illness duration factors, glycemic control and HRQoL significantly varied across family functioning profiles. Remarkably, none of the family functioning profiles had HbA 1c s at optimal levels, i.e., below 7.5% (Atkinson et al., 2014) , suggesting that this population is at very high risk for health complications, as suspected given the high prevalence of other risk factors (Petitti et al., 2009; Usher-Smith et al., 2011) . In comparison to other profiles, caregivers and youth (24% of sample) in the StroFam & LoDiaCon group reported significantly greater HRQoL. Regarding glycemic control, StroFam & LoDiaCon had significantly lower HbA 1c compared to the HiGenCon & IncDiaCon profile. These findings expand previous research, demonstrating that cohesive, expressive family relationships in coexistence with low diabetes-specific conflict relate to better adaptation to T1D (Hilliard et al., 2011; Laffel et al., 2003; Weissberg-Benchell et al., 2009) . Moreover, greater agreement across adolescent and caregiver reports of cohesion, expressiveness, and conflict (i.e., general and diabetes specific) in this profile may also suggest a greater level of openness and understanding among these families regarding diabetes management. While the StroFam & LoDiaCon group had the lowest diabetes-specific conflict, the level of cohesion and expressiveness only significantly differed between adolescents' report in the IncFamRel & ModDiaCon group, contrary to our first hypothesis, which predicted that cohesion and expressiveness would be markedly lower in profiles with increased conflict.
The IncFamRel & ModDiaCon group was about 11% of the sample (characterized by youth's report of poor family relationship), and reported lower HRQoL per caregiver report compared to the StroFam & LoDiaCon group. While the size of this profile may have impacted the ability to detect significant differences among youth report of HRQoL, it may also suggest that poor family relationship perceived by the adolescent is not associated with poorer HRQoL or glycemic control to the same degree as diabetesspecific conflict is associated with these outcomes, seen among other profiles. Interestingly, lower household income increased the odds of membership in this group relative to the StroFam & LoDiaCon profile, suggesting perhaps that financial strain on the family is associated with youth's perception of lower cohesion and expressiveness (Whittemore et al., 2013) . Following this group longitudinally will be important, as less supportive and cohesive family relationships have been found to lead to poorer diabetes management and lower HRQoL (Cohen et al., 2004) .
The HiGenCon & IncDiaCon group was composed of 25% of the sample and reported the lowest HRQoL, per caregiver and youth report. Agreement about high general family conflict and greater diabetes-specific conflict reported by caregivers compared to youth characterizes this profile. This suggests that parents may be experiencing greater levels of distress about diabetes-specific conflict, relative to their youth. Previous research by Miller and Drotar (2003) demonstrated that mothers often report more diabetes-specific conflict when adolescents perceived they have more autonomy for diabetes HRQoL means were divided by 10 to reduce scaling issues in the analyses.
decision-making than their mothers. Therefore this pattern may indicate a reorganization of the parentyouth relationship, as adolescents are learning to take more responsibility for their diabetes management and caregivers are learning to negotiate those changes (Butner et al., 2009; Miller & Drotar, 2003) . Greater diabetes conflict perceived by caregivers is likely reciprocally associated with greater HbA 1c s relative to the StroFam & LoDiaCon profile. This finding is consistent with previous literature demonstrating that greater diabetes-specific conflict is associated with poorer glycemic control (Hilliard et al., 2011 (Hilliard et al., , 2013 . While parents are negotiating shared responsibility in diabetes management, adolescent's HbA 1c may increase as the family is adjusting (Butner et al., 2009 ). Likewise, if adolescents are not demonstrating sufficient autonomy regarding diabetes care, as demonstrated by greater HbA 1c s, this may also increase conflict between youth and caregivers (Butner et al., 2009) . Notably, caregivers' report of cohesion and expressiveness are lower in this profile, relative to the other profile reporting incongruent perceptions of diabetes conflict. This may suggest that greater level of diabetes conflict perceived by parents is reciprocally associated with a lower perception of supportiveness and willingness to express their feelings among family members. Financial stress may also impact caregiver's perception of family functioning and conflict, given that lower household income increased the odds of belonging to this profile relative to the HiExp & IncDiaCon profile. Previous research has also found that lower household income is associated with more conflict and less family warmth (Whittemore et al., 2013) . Generally speaking, incongruent perceptions of stressors and coping among caregivers and adolescents are related to lower levels of cohesion and poorer psychological health among families (Lohman & Jarvis, 2000) . Lower perceived support (cohesion) and less communication (expressiveness) about stressors and coping related to youth's diabetes management may explain greater diabetes-specific conflict perceived by the parents in this profile. Additionally, it may explain why parents are reporting more concern about their youth's psychological health, as demonstrated by parent report of lower HRQoL relative to the other incongruent diabetes conflict profile. Greater levels of cohesion are associated with lower levels of parenting stress and greater HRQoL among youth with T1D (Moreira, Frontini, Mullinger, & Canavarro, 2013) . Lastly, the HiExp & IncDiaCon group comprising 40% of the sample was characterized by agreement of high expressiveness and greater diabetes-specific conflict reported by youth relative to caregivers. Contrary to the HiGenCon & IncDiaCon profile previously discussed, youth in this profile may be experiencing more distress related to diabetes-specific conflict than caregivers. Interestingly, while youth and caregivers reported a similar level of expressiveness in this profile, only the caregivers' level of expressiveness was significantly greater than other profiles. Parents may believe they are expressing their involvement regarding diabetes management in a collaborative way, whereas youth may be interpreting that expressed involvement as controlling, leading to greater conflict perceived by youth. Previous research has indeed found that as youth get older, appraised maternal control, relative to appraised maternal collaboration, is associated with negative quality of life and lower diabetes satisfaction (Wiebe et al., 2005) . Youth and caregivers in this group reported lower HRQoL compared to the StrongFam & LowDiaCon group, suggesting that how dyads are communicating about diabetes care impacts youth's HRQoL. This study is not without limitations. Due to the small sample size of IncFamRel & ModDiaCon, there may not be sufficient power to detect differences in health and psychosocial functioning. Also, this study is cross-sectional in nature and unable to determine whether these patterns are stable and significantly related to glycemic control and psychosocial outcomes over time. Therefore, this study should be replicated longitudinally among other samples of youth who are at greater risk for suboptimal glycemic control and negative psychosocial consequences. It's important to note that while our findings demonstrate perceptions of how much diabetes-specific conflict is present, there are no measures of how conflict is managed or resolved. Thus, this research could be strengthened by employing observational measures of family relationship and conflict, as well as including other measures of diabetes-specific family functioning, such as perceived parental support, responsibility sharing for diabetes tasks, perceived self-efficacy regarding adolescents' diabetes management, and perceived encouragement of independence (Butner et al., 2009; Wiebe et al., 2005) . Additionally, this paper did not explore whether caregiver characteristics (e.g., age, sex, single-parent status, etc.) significantly predict profiles of family functioning and conflict. Notably, previous research has found that discrepancies between mother's and father's perception of diabetes management were significantly related to more diabetes specific conflict (Sood et al., 2012) ; in particular, fathers reported more parenting stress relative to mothers (Maas-van Schaaijk, Roeleveld-Versteegh, & Baar, 2013) . Moreover, while the clinic we recruited in serves a tri-state area, it is important to recognize the influence of sample bias, as our data were collected in a pediatric endocrine clinic with a unique population at greater risk for suboptimal T1D adaptation. Lastly, generalizability of these findings should be interpreted with caution, given that the youth and caregivers who participated were primarily low-income and the relatively even split between White and African American families varies from national T1D prevalence rates (Dabelea et al., 2014) .
There are a number of clinical implications from this study. Among a population of youth at risk for chronically poor glycemic control, the emergence of four profiles suggest that family functioning and diabetes-related conflict may look very different across youth with T1D and their families. Additionally, the discrepancies among caregiver and youth report regarding cohesion, expressiveness, and conflict (general and diabetes specific) suggest that it is important to assess family functioning and diabetes conflict from both perspectives. Moreover, family functioning profiles were associated with T1D adaptation after accounting for a number of socio-demographic and illness factors, demonstrating the importance of assessing family functioning related to diabetes management and providing interventions when needed. Specific interventions may depend on the needs of the family, but generally Behavioral Family Systems Therapy for Diabetes (BFST-D), a multi-component intervention that addresses family communication, problem-solving, and cognitive distortions impacting family relationship and conflict, might be worthwhile to extend to this population given that successful implementation has shown improvement in family relationship and reductions in conflict (Wysocki et al., 2006) . When examining conflict (general and diabetes specific), it is important for providers to take development into consideration. Greater conflict may suggest reorganization in the family environment, as adolescents are seeking more autonomy and conflict may resolve over time. However, findings related to incongruence among youth and parent report about diabetes-specific conflict is noteworthy. For instance, greater levels of diabetes-specific conflict reported by parents may indicate a challenge with negotiating shared responsibility or concern over their youth's self-efficacy with diabetes tasks. When glycemic control is poor and conflict is high, the adolescent and caregiver may benefit from behavioral contracting and motivational interviewing (Nansel et al., 2007; Peyrot & Rubin, 2007) . When youth report greater diabetesrelated conflict, providers may wish to model for parents how to speak about diabetes care in a nonjudgmental way, roll with resistance, and elicit motivation to reduce conflict (Nansel et al., 2007) .
The purpose of the current study was to extend previous research regarding family processes in relation to health and psychosocial outcomes among a population of youth with T1D. Uniquely, this study examined patterns of cohesion, expressiveness, and conflict (i.e., general and diabetes specific) in one model using a person-centered approach that was able to reflect variations among individuals, consistent with a socioecological framework (Hilliard et al., 2012; Naar-King et al., 2006; Whittemore, Jaser, Guo, & Grey, 2010) . Thus, this study extends the literature by examining how multiple pathways of family functioning relate differently to T1D adaptation. Findings from this study suggest providers may want to screen for and determine how varying levels of cohesion, expressiveness, and conflict coincide when working with youth who have T1D and their families, adjusting their recommendations based on the needs of the family. In conclusion, this study demonstrates that personcentered approaches are useful for quantifying how many individuals fit into a particular pattern and determining how specific family dynamics may function together differently in relation to T1D adaptation for various subgroups of the population.
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